HERNI ATED LUMBAR DI SK

Patients with sciatic nerve pain under treatnent by
their own physician who fail to inprove after four weeks -
refer to a Neurol ogist, Othopedic Surgeon, Physiatrist, or
Neur osurgeon for consultation and/or treatnent.

l. BACKGROUND

A herniated lunbar disk is a condition in which
there is protrusion of the intervertebral disk. Herniations
occur nmost commonly through a posterol ateral defect, but
m dl i ne herniations may occur. Resulting conpression of the
spinal nerve root causes inflammtion and pain, usually
al ong the anatom c course of the nerve. In the |unbar
spine, this nost often occurs at the L4 and L5 disk |evels,
causi ng pressure on the corresponding L5 and S1 nerve roots.
As a result of both mechanical and biochem cal changes
around the nerve root, the patient wll experience pain,
par est hesi a, and possi bly weakness in one or both | ower
extremties, usually below the knee. The rare herniations
at the L1, L2 and L3 levels are usually associated with
pai n, paresthesia, and weakness above the knee. Back pain
may or may not be a presenting conplaint with any herniated
| unmbar di sk.

Most acute |unbar disk herniations occur in
pati ents between 35 and 55 years of age, whereas spina
stenosis usually occurs in patients over 50 years of age.
Spinal stenosis may mimc a herniated disk. Patients with
spi nal stenosis in addition to | ow back pain will give a
hi story suggestive of neurogenic claudication (pain on
wal king) and will present radicular signs and synptons
caused by degenerative changes involving the intervertebral
di sks and the facet joints.

1. DI AGNOSTI C CRI TERI A
A Pertinent Hi storical and Physical Findings
Back pain is usually the first synptom and

may or may not abate as the pain and paresthesia begins to
radi ate down the | ower extremity. Mdtion of the spine is
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[imted due to pain and muscle spasm The neur ol ogi cal

exam nation may be normal if the conpressed nerve is still
functional, or it may yield objective evidence of inpaired
nerve conduction (e.g. atrophy, weakness, sensory
alteration or dimnished reflex) depending upon the anatomc
nerve root affected. Signs of nerve root tension (e.g.
positive straight |leg raising, bowstring test, Lasgue’'s
test) may al so be present.

When the L4 disk herniates, it usually causes
pressure on the L5 nerve root resulting in weakness of the
great toe extensor or other dorsiflexor nmuscles of the foot
and sensory | oss along the nedial aspect of the foot to the
great toe, but it nmay be associated with a knee refl ex
abnormality. When the L5 disk herniates, it usually
causes pressure on the S1 nerve root, resulting in weakness
of the plantar flexors of the foot and a sensory deficit in
the posterior calf area and | ateral aspect of the foot in
addition to a dimnished Achilles’ reflex.

B. Appropriate Di agnostic Tests and Exam nations
1. Clinical exam nation by Neurol ogi st,
Neur osur geon, Physiatrist, Othopedic Surgeon.
2. Pl ai n radi ographs of the |unbosacr al
spi ne may be indicat ed.
3. MRI Imaging is the prinme radiol ogic test

in evaluating a herniated di sk suspect, which in addition to
the di sk woul d evaluate tunor, infection, fracture and
congenital abnormalities.

4. CT Scan may be ordered if there is a
specific bone problemthat may be better delineated by that
test.

5. EMG may be done three or four weeks
foll owi ng the onset of synptons to di agnose and assess the
extent of nerve dysfunction and nmay be necessary to
correlate the affected | evel by the findings on the above
t esting.

6. Myel ography is rarely indicated and is
done as an outpatient procedure. It may be perfornmed with a
CT Scan in an instance where the above studies | eave sone
guesti on.
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C. | nappropri ate Di agnostic Tests and Exam nati ons

1. Myel oscopy

2. Ther nogr aphy

3. Spi noscopy

4. Der mat omal Sonmat osensory Evoked
Pot ent i al
I11. TREATMENT

A QUTPATI ENT TREATMENT
1. Non- oper ative Treat nent

a. Short period of bed rest, up to 10 days,
wi th anal gesics, mld rel axants, and nonsteroidal anti-
i nflammatory drugs. Conplete bed rest for |ong periods may
be deleterious to the body and should be closely nonitored.

b. Physi cal therapy and/or rehabilitation.

C. I njection of trigger points, spinal
nerve bl ocks.

Qut pati ent Procedure.

d. Epi dural steroid injections.
Qut pati ent Procedure.
e. Pain clinic - chronic phase.
f Ot hodi cs.
B. | NPATI ENT TREATMENT
1. Non- oper ative Treat nent

Rarely is their indication for adm ssion but
in sone cases inability to control pain may require a short
peri od of hospitalization.

2. Oper ati ve Treat nment
a. | ndi cati ons.
1. Fai l ure of nonoperative treatnent

to relieve synptons.
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2. Quality of patient’s life
significantly inpaired.

3. Presence of significant or
progressi ve neurol ogical deficit.

b. Procedure Options
1. Lam nectony w th di skectony.
2. Lam notomy with di skectony.
3. M cr odi skect ony.
4. Per cut aneous di skectony (in

devel opnment al phase).

5. | nt er body f usi on.
6. Posterior or l|lateral bony fusion.
7. Transpedi cul ar fixation.
C. | ndi cation for D scharge
1. Unconpl i cat ed
a. One day follow ng
m crodi skect omy or percutaneous di skectony.
b. One to two days after open

di skect ony.

2. Conplicated - after wound
i nfection, thronbophlebitis, spinal fluid | eak, or other
significant conplications have been controll ed.

d. Hone health care may be required for a
short peri od.
e. Physi cal nodalities and/or
rehabilitative procedures.
1. Sonme nonitoring of the patient’s
activities may be necessary.
2. Patient should be instructed in

wal ki ng programw th a gradual increase in their physical
activities.

3. Strengt heni ng exerci ses or work
simul ation activities may be indicated for sone patients.

C. ESTI MATED DURATI ON OF CARE

I n both non-operative and operative treatnment, it
woul d depend on the degree of inprovenent and the | ength of
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time his physical inpairment will enable himto return to
his pre-operative occupation or the availability of a
transfer to a | ess demandi ng physical position.

D. MODI FI ERS (age, sex, and co-norbidity)

Patients with synptons suggestive of cauda equi na
syndrone will require a different approach to treatnent.
Cauda equi na syndrone is usually caused by a central
herni ated disk. Synptons include | ow back pain, unilateral
or bilateral |eg pain and weakness, saddl e anesthesia, and
paral ysis with | oss of bladder and bowel control. Once this
di agnosi s i s suspected, the patient should undergo pronpt
neur odi agnostic evaluation. Early surgery is recommended;
however, there is no evidence that neurologic recovery wll
be effected.
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